INTRODUCTION
ver function tests, chest X-ray, and abdominal ultrasonography were normal. Esophagogastroduodenoscopy (EGD) was done, which showed an ulcerative growth 36-38 cm from the incisors, partially occluding the lumen. Biopsy showed a welldifferentiated squamous cell carcinoma. Computed tomography (CT) scan of the chest and abdomen showed only thickening in the esophageal wall. There was no liver metastasis.
The patient underwent transhiatal esophagogastrectomy. Feeding jejunostomy tube was added at the end of procedure for postoperative enteral feeding. The patient was placed on intravenous fluids, intravenous antibiotics (cefoperazone sulbactam) and analgesics, and was shifted to the postoperative intensive care unit (ICU). On the 2 nd day, the jejunostomy feed was started. Intravenous fluids were stopped on the 3 rd postoperative day and the patient was transferred to a main ward. On the 8 th postoperative day, dye study was done, which showed no anastomotic leak. Oral feeding was started first with liquids followed by semi-solids. Antibiotics were stopped. The patient was discharged with jejunostomy tube. After one week, the patient presented for follow-up. He was taking an adequate oral diet without difficulty, and it was decided to remove the jejunostomy tube. Just after its removal, a 10-12 cm worm was seen moving through the jejunostomy tract. The patient was administered albendazole 400 mg for three days. The patient has been under follow-up for the last 7 months.
DISCUSSION
Ascariasis is an important medical, social and economic problem in many underdeveloped countries where public health, sanitation and personal hygiene are at the lowest level (1-3) . Infection occurs at all ages, but is most common in children of pre-early school age (1-3) . Both sexes are equally affected (1, 2) . Transmission of ascariasis to humans is feco-oral. Eggs of the parasite are ingested by eating contaminated food. The eggshell is digested by gastric juice, and larvae are released from the eggs. These larvae penetrate the intestinal wall and enter the blood. They are filtered out by the capillaries of the lungs and later break into alveoli, where they mature, ascend the trachea and pass over the epiglottis by cough and then down the esophagus to return to the intestine by swallowing (1) (2) (3) . Adult worms can reside in the gastrointestinal tract without causing any significant symptoms. However, when the environment in the intestines becomes hostile, such as with inflammation and obstruction, the ascaris will migrate to other less hostile regions, which can lead to serious complications, such as biliary obstruction (1-3,9), cholangiohepatitis (3), liver abscess (2,5), pancreatitis (2,3), acute appendicitis (3,9), intestinal perforation (2,3) and obstruction (1-4,7-9), ascaris empyema (10,11), and granulomatous peritonitis (4, 6, 9) , which may head to significant malnutrition, morbidity and even mortality (1-3). Our report describes the very rare case of ascaris exiting through the jejunostomy tract.
